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Report of Case
A 32-year-old woman was admitted to an acute rehabilitation hospital at a large academic medical center after receiving a diagnosis of ileus and experiencing pro- Before the current hospitalization, the patient had no history of gastrointestinal symptoms nor singultus.
The onset of singultus occurred early in her hospitalization, manifesting as recurrent bouts most frequently when the patient was in an upright position or when she forward-flexed either humerus. These episodes would last 20 minutes to 5 hours before spontaneous cessation.
Various medications, including baclofen, ondansetron, metaclopramide, and carbemazepine, were unsuccessful in reducing the duration, frequency, or intensity of singultus. Three weeks after its onset, an episode of intractable singultus developed while the patient was on a tilt table during physical therapy. An osteopathic physician (B.S.) was consulted.
The physician conducted an osteopathic structural examination and found tissue texture changes, asymmetry, and restriction of motion or tenderness in the neck, T1-T4, T10-T12, and sacrum and pelvic regions ( Table 1) . He then performed OMT using rib raising, diaphragmatic balanced ligamentous tension, and diaphragmatic doming of the left hemidiaphragm, 5 with instantaneous cessation of singultus. Singultus recurred the following day after a similar position change during therapy, and OMT was performed again with similar results. Four days later, during a period of singultus remission, we performed another osteopathic structural examination ( 16 Most maneuvers aim to decrease the direct irritation to the diaphragm (eg, pulling knees to chest), increase vagal tone to the diaphragm (eg, Valsalva maneuver), interrupt respiration with breath holding, or stimulate the uvula or nasopharynx (eg, drink cold water).
None of these maneuvers has been directly compared, thoracic spine, sacrum and pelvis, and superior mesenteric ganglion. Tissue texture, asymmetry, restriction of motion, and tenderness (ie, the TART criteria) resolved, and the cranial rhythmic impulse had improved. After OMT, therapists noted that the patient had better tolerance of upright posture and forward flexion of either humerus. She was able to achieve a modified level of independence, with self-feeding, upper extremity dressing, and independent sitting, which she was previously unable to tolerate. The patient was not followed up as an outpatient.
Discussion and Review of the Literature
In most cases, singultus is observed to occur as unilateral spasms of the left hemidiaphragm. 6 To our knowledge, little is known regarding the underlying pathophysiology. 7 In one case study, 8 There have been no studies specifically looking at OMM in recurrent neurogenic singultus management, although OMM as a treatment for singultus has been reported in the past. 15 The basis for OMM in treatment of singultus stems from the tenets of osteopathic medicine.
Structural dysfunctions can clearly be correlated with physiologic consequences in this case. Specifically, the tenets in this case can be applied to the hypothesized pathophysiologic basis of singultus formation. Osteo- 
Conclusion
To our knowledge, this is the first clinical observation of OMT as an effective treatment option for recurrent bouts of neurogenic singultus. Although further study is warranted, the potential implication of OMT as a treatment modality for singultus is encouraging for the patient population in whom medical therapy fails. In addition, OMT is a safe alternative to conventional pharmaceutical interventions, which may have adverse effects. 5 Future studies might compare the efficacy of OMT vs current medical therapies for singultus suppression and reduction of frequency.
